Background: High post-operative pain scores after "minor" orthopedic/trauma surgery are in part attributed to inadequate prescription of opioid analgesics. Novel concepts aiming to achieve sufficient analgesia while minimizing opioid-related side effects by avoiding fluctuating plasma levels are based on perioperative oral administration of extended-release opioids beginning with the first dose pre-operatively. This is the first study to evaluate analgesic efficacy and side effect rates of extended-release tapentadol compared to oxycodone/naloxone following orthopedic/ trauma surgery.
Background
A large prospective cohort study comparing the painfulness of 179 surgical procedures revealed that even 'minor' operative procedures may be associated with considerable pain (mean maximum pain scores within the first 24 h of 6-7 on the numeric rating scale (NRS) to 10) [1] . The 40 procedures associated with the highest mean pain scores included 22 distinct orthopedic/ trauma surgery procedures [1] . So why was insufficient analgesia so common? Most participating hospitals routinely used multimodal pain concepts based on oral opioids in combination with non-opioids, but the study patients had received rather low cumulative oral opioid doses compared to studies reporting on postoperative patient-controlled i.v. (i.v. PCA) morphine administration [1] . Moreover, pain scores in musculoskeletal surgery patients may not decrease at all during the first 24 h after surgery [2] . Thus, optimization of perioperative analgesia regimens with respect to meeting procedure-specific opioid analgesic requirements on the one hand and minimizing opioid-related side effects on the other hand still constitutes an urgent medical need and a major clinical challenge.
Previous studies have shown that preemptive analgesia regimens based on oral extended-release opioids (oxycodone or buprenorphine, respectively) -starting with the first dose as premedication-provided improved pain control with a lower rate of side effects compared to conventional i.v. morphine PCA in spine and orthopedic surgery [3] [4] [5] [6] . However, when trauma surgery patients were treated with oxycodone, the rate of constipation was high (46%) [7] . One way of addressing this particular side effect is an oral post-operative pain regimen based on the fixed combination of oxycodone with the μ-opioid receptor antagonist naloxone. Oral naloxone has a low bioavailability (< 3%) and, therefore, is supposed to exert its opiate antagonistic effects almost entirely in the gut to ameliorate opiate-induced bowel paralysis. However, the risk of nausea and vomiting was unaffected by naloxone [8, 9] . As an alternative, tapentadol, an opioid with a dual mode of action (μ-receptor agonist/ norepinephrine reuptake inhibitor) is now available for the treatment of medium to severe pain conditions. Efficacy/safety of tapentadol immediate-release (IR) in post-operative pain management have been documented [10] [11] [12] . In both acute and chronic pain, tapentadol was associated with less gastro-intestinal side effects compared to oxycodone [13, 14] . The aim of this study was to evaluate and compare an analgesic regimen based on extended-release (ER) oxycodone/naloxone (Targin®, Mundipharma GmbH, Germany) to a regimen based on extended-release tapentadol (Palexia®, Grünenthal GmbH, Germany) in trauma surgery patients with respect to (1) analgesic efficacy and (2) safety as revealed by the incidence of opioid-induced side effects (nausea, vomiting, constipation, sedation, vertigo and somnolence, respectively). The study was powered to detect superiority of tapentadol for at least one endpoint pending statistical proof of non-inferiority of tapentadol for both endpoints in a first step.
The study design was based on equianalgesic starting doses -either 10 mg oxycodone or 50 mg tapentadol [10, 11, [15] [16] [17] .
Methods

Study design and study population
This randomized controlled observer-blind prospective clinical trial was approved by the German Competent Authority (BfArM, Nr. 4,038,588) and the Ethics Committee of Hannover Medical School (Nr 5897 M), and was registered at https://eudract.ema.europa.eu (EudraCT number 2011-003238-15) by Gertrud Haeseler October 2012. Principal investigator was Dirk Schaefers. The study was conducted at two hospital sites (MarienHospital Marl and St. Elisabeth-Krankenhaus Dorsten, later referred to as study sites 1 and 2) operated by one trust (Katholisches Klinikum Ruhrgebiet Nord GmbH, Marl, Germany) in cooperation with scientists affiliated at Hannover Medical School. Adult (≥ 18 years) trauma surgery patients ASA I-III were enrolled after written informed consent. Exclusion criteria were: inability to give informed consent, pregnancy or breast-feeding, pre-existing chronic pain treated with opiates, severe renal or hepatic impairment, and treatment with MAOinhibitors.
Study procedures and peri-operative management
Patients were randomized to receive either the test intervention tapentadol ER (Palexia retard®) or the control intervention oxycodone/naloxone ER (Targin®) by the Institute for Biostatistics, Hannover Medical School. Randomization was stratified for sex and study site.
The first dose of tapentadol (50 mg) or oxycodone/ naloxone (10/5 mg) was given as premedication. The analgesic regimen then continued according to the initial allocation. Anesthesia was induced and maintained with propofol 4 mg/kg/h and remifentanil 0.15-0.25 μg/kg/min as total intravenous anesthesia (TIVA) adjusted to obtain stable cardiovascular parameters with no fluctuations in response to surgical stimuli. Adjunctive long-acting intravenous opioids and PONV prophylaxis were at the discretion of the anesthetist and subject to secondary analysis. Risk factors for postoperative nausea and vomiting (PONV) like female sex, no smoking habit, anticipated post-operative opioid analgesia and history of PONV were documented.
Post-operative pain in the recovery room was treated with intravenous piritramide and the second oral dose of study medication. The patient was observed for an hour following the second dose of study medication and discharged when he was comfortable without further opioid requirement. The cumulative dose of oral study medication (tapentadol or oxycodone/naloxone, respectively) established as effective (premedication dose plus eventual supplemental doses in the recovery room) was continued 2× daily on the surgical ward. Analgesia was supplemented with non-opioids dipyrone or acetaminophen, and/or a coxib, respectively, to achieve a residual pain score up to 3-4. In case that this level of analgesia was not obtainable, a trauma surgery consultant was involved to address surgical reasons. If there were none, opioid doses were increased. The doses of coxibes were not standardized in this study as we included ASA I-III patients and had no restrictions with respect to higher age, cardio-vascular disease and /or moderately comprised renal function-which may represent contra-indications for the use of coxibes. Thus, coxibes were prescribed after individual risk/benefitanalysis.
Rescue-interventions
Nausea and vomiting: metoclopramide, ondansetron, dimenhydrinate and/or droperidol Constipation: As gastro-intestinal tolerability with respect to constipation is reported to be higher in both tapentadol and oxycodone/naloxone compared to oxycodone without naloxone, routine prophylactic laxatives are not generally recommended and we used the following rescue medication when constipation was observed: oral PEG 3350 (macrogol); oral sodium picosulfate, oral or rectal bisacodyl, oral lactulose Central-nervous side effects (sedation, vertigo, somnolence): Reduction of study medication When pain intensities decreased, the study medication was stepwise reduced. The treatment algorithm is depicted in Fig. 1 .
Data collection
The maximum pain levels quantified by patients on a numeric rating scale (NRS) from 0 (no pain) to 10 (maximum conceivable pain) during exercise and at rest as well as opioid side effects incidence and severity were obtained once a day by a blinded investigator and 3-times daily by non-blinded staff. Constipation was noted when the patient had no daily defecation. Sedation included only mild levels of drowsiness with the patient easy to awake as opposed to somnolence where the patient was difficult to awake. All therapeutic interventions including dosing of the study medication, of additional non-opioid analgesics and rescue medication were documented by non-blinded investigators. Dosing of long-acting intravenous opioids during anesthesia and in the recovery room and PONV risk factors and prophylaxis were obtained from the anesthesia protocols. The primary endpoints were derived from blinded observations only.
Primary endpoints
There were 2 co-primary endpoints:
1. Analgesic efficacy defined as the mean NRS level during exercise over the 5 days observation period. 2. Safety measured by the incidence and severity (score 1-2) of side-effects. Score 1 is side effect observed but no requirement for intervention, 2 is side effect requiring intervention. The sum scores for each side effect over the five days observation period were calculated (maximum: 10) as well as the overall sum score across all side effects (maximum: 60). We defined, that a patient had a relevant side effect event at a sum score over the 5-days observation period of constipation ≥1 nausea ≥3 vomiting ≥3 somnolence ≥1 sedation ≥3 vertigo ≥3, and/or overall sum score ≥ 5.
The primary endpoint was occurrence/non-occurrence of relevant side effect events. The differential weighted ranking of the severity of the side effects took into account that constipation and somnolence are potentially dangerous, resulting in either bowel paralysis or respiratory depression. Nausea, vomiting, sedation and vertigo were considered clinically relevant only if they persisted at least during two days of opiate therapy with intervention, or during three days without intervention. The decision to intervene in case of side effects was individualized according to the patient's need.
Primary objectives
Superiority of the tapentadol-based regimen would only be concluded when tapentadol was superior in at least one of the co-primary endpoints (pain or side effects) and not inferior in any of the two co-primary endpoints. Thus, the study formally had four primary objectives 1) tapentadol is non-inferior to oxycodone/naloxone regarding pain during exercise with a non-inferiority margin of 1, and 2) tapentadol is non-inferior to oxycodone/naloxone regarding occurrence of relevant side effects with a non-inferiority margin of 5%, and either 3) tapentadol is superior to oxycodone/naloxone regarding pain during exercise or 4) tapentadol is superior to oxycodone/naloxone regarding occurrence of relevant side effects (or both (3) and (4)).
Secondary endpoints and objectives
Mean NRS-level at rest Separate analysis of patients with high pain scores at the end of the observation period (NRS ≥ 5) Sample size estimation was performed in nQuery Advisor 7.0. It was predefined that the tapentadol-based regimen was superior if three of the four hypotheses were proven. The one-sided type-I-error was α = 2.5% for the noninferiority hypotheses (1) and (2) and α = 1.25% for the superiority hypotheses (3) and (4) with a Bonferronicorrection. In order to reach an overall power of 80%, the power for each objective was set to 93%. A two-group ttest, and a two-group t-test for equivalence, respectively, were used for sample size calculation for the objectives related to pain. For the objectives related to the occurrence of side effects, a chi-square test with continuity correction and an equivalence test for the comparison of two proportions were used. Data were available from a phase III clinical study showing a more than 5% higher incidence of gastro-intestinal side effects with oxycodone compared to tapentadol [11] , and from a pre-study observation showing higher pain scores (one point) in the oxycodone/naloxone group with a standard deviation of 1.4 and, at the same time, a 21% higher incidence of side effects (35% vs. 14%). The overall sample size of the study was resulting from the objective with the highest necessary sample size, i.e. n = 123 patients per group as calculated for hypothesis (4) . A low drop-out rate (<5-10%) was expected due to the inpatient setting and the short duration of observation. The final sample size to be recruited was increased to n = 133 patients per treatment arm.
Primary population and analysis
In the analysis of the non-inferiority hypotheses, the per-protocol (PP) population was used. Superiority hypotheses were evaluated in the intention-to-treat (ITT) population. For the analysis of pain during exercise, a linear regression model was applied with the mean pain level of the first 5 post-operative days as dependent variable, and treatment, center and sex as independent factors. The treatment difference in pain and the corresponding 95% confidence interval (CI) were derived from the regression analysis and compared to the predefined non-inferiority margin of 1. Evaluation of treatment differences in the occurrence (yes/no) of relevant side effects was done using a Mantel-Haenszel-estimator for the risk difference, stratified by center and sex.
The corresponding 95% confidence interval was calculated and compared to the predefined non-inferiority margin of 5%.
Secondary analyses
Demographic and baseline characteristics, dosing of concomitant analgesic and rescue medication were compared by a two-sample t-test for numeric variables. Dichotomous secondary outcome data like incidence of side effect events yes/no were compared using a chisquare test. Associations between treatment group and secondary continuous outcome variables (e.g. pain at rest, treatment duration, and patient satisfaction) were analysed by linear regression with study medication as independent factor adjusted for study site and sex. Effect sizes are presented as differences in means with corresponding 95% CIs. The primary analysis was adjusted for sex and study site. The influence of further risk factors, e.g. BMI as continuous variable or PONV prophylaxis, was analysed by extended regression models (including treatment, center and sex, and additional risk factors). Again, linear regression was used for continuous outcomes. Logistic regression was used for categorical outcomes, especially occurrence of side effects. Odds ratios with corresponding 95% CIs are presented.
Results
A total of 831 patients were assessed for eligibility. Of these, 266 patients were randomized to tapentadol (n = 133) and oxycodone/naloxone (n = 133) within a time frame of two years. Only two patients were lost to follow-up (1× fatal pulmonary embolism during surgery unrelated to the study, 1× transfer to another hospital before surgery), see Fig. 2 . Baseline patient characteristics were similar in the two study groups, see Table 1 .
Primary efficacy results (pain reduction during exercise in the two study groups)
Mean adjusted daily pain levels during exercise in the first five post-operative days were 2.8 ± 1.3 (tapentadol, mean ± SD) and 2.8 ± 1.3 (oxycodone/naloxone; difference in means 0.03 [95% CI, −0.28 to 0.34]; p = 0.8). Mean maximum pain intensity during exercise in the first 24 h after surgery was 3.8 ± 1.9 (tapentadol) and 3.8 ± 2.1 (oxycodone/naloxone; difference in means −0.06 [95% CI, −0.54 to 0.42]; p = 0.8). Pain intensities during exercise decreased with time to a mean level of 2.0 ± 1.7 (tapentadol) versus 2.0 ± 1.5 (oxycodone/naloxone; difference in means −0.08 [95% CI, −0.46 to 0.30]; p = 0.7) on day 5. Maximum pain levels during exercise over five post-operative days beginning with the day of the operation (day 1) are depicted in Fig. 3b . In the primary analysis, non-inferiority of tapentadol regarding pain during exercise could be confirmed as the upper bound of the 95% confidence interval for the pain difference (tapentadol-oxycodone/naloxone) was below the predefined non-inferiority margin of 1. Superiority of tapentadol concerning pain during exercise could not be concluded.
There was a weak association between the cumulative dose (mg ME) of intra-operative i.v. opioids other than the short-acting remifentanil (fentanyl, sufentanil and/ or piritramide) and pain reduction during exercise on day 1 (difference in means −0.02 [95% CI, −0.04 to 0.00]; p = 0.04). In the tapentadol group patients had received lower doses of long-acting opioids intraoperatively (15 ± 9 vs. 18 ± 13 mg morphine equivalent (p < 0.03)). There was no difference between the groups with respect to post-operative piritramide requirement and concomitant non-opioid analgesic medication (see Appendix 1 and Appendix 2).
Primary safety results (differences between the study groups with respect to incidence of side effects)
Vomiting on day 1 occurred in 11% of the tapentadol and in 16% of the oxycodone/naloxone patients (p = 0.60). The incidence of constipation was 35% in the tapentadol vs. 30% in the oxycodone/naloxone group (p = 0.33). The incidence of a sedation/ vertigo event was <10%, somnolence <2% in both groups (p > 0.3, respectively). The incidence of side effect events in the two groups is depicted in Table 2 . Despite similar scores of relevant side effects (tapentadol 51% vs. oxycodone/naloxone 49%; risk difference 3% [95% CI, −8 to 14%]; p = 0.6), non-inferiority of tapentadol could not be concluded because the upper bound of the 95% confidence interval for the risk difference (tapentadol -oxycodone/naloxone) was 14% and thus exceeding the predefined non-inferiority margin of 5%.
The unadjusted risk for nausea and vomiting was lower in the tapentadol group (Odds Ratios of 0.6 and 0.4), while A total of N = 266 patients were enrolled, 133 in each treatment arm. Two patients of the oxycodone/naloxone group and no patients in the tapentadol group were lost to follow-up. Reasons for loss to follow-up were not related to the allocated treatment (1× logistic reasons before pre-treatment and surgery, 1× death following surgery due to pulmonary embolism) the risk of constipation was higher (Odds Ratio 1.3). However, a multivariate regression analysis including PONV prophylaxis and risk factors to the logistic regression model revealed that the differences in the incidence of PONV between the treatment groups could be explained by confounding effects of PONV risk factors and PONV prophylaxis, now only leading to a treatment Odds Ratio of 0.98. Type and dose of rescue medication against nausea, vomiting and constipation is depicted in Appendix 3 and Appendix 4.
Incidence and severity of central-nervous side effects was low in both treatment arms. Somnolence was noted in three patients allocated to tapentadol and in one patient allocated to oxycodone/naloxone. In one patient (tapentadol) the finding of somnolence in the blinded observation was not consistent with the unblinded observation. In the three other cases, passing somnolence was noted in the immediate postoperative period in the intermediate-care unit in higher aged patients not requiring discontinuation of study medication. Fig. 3 A. Median pain at rest on day 1 was surprisingly low (<2) in the tapentadol group despite the fact that in the tapentadol group patients had received lower doses of long-acting opioids intra-operatively.
Mean equianalgesic daily dose of study medication over the 5-days observation period did not differ between the groups. The mean daily oxycodone equivalent Fig. 4 . The cumulative doses of study medication for the different types of procedures are depicted in Table 3 . Reconstructions of ligaments and muscle like rotator cuff repair or anterior cruciate ligament reconstruction were associated with the highest doses of study medication.
Secondary results: effects of sex and BMI, differences between the study sites
The effect of female sex on pain during exercise was not significant (difference in means 0.27 [95% CI, −0.058 to 0.59]; p = 0.1). Analyses additionally adjusted for BMI gave the same results like the primary analysis. Female sex was an independent risk factor for the occurrence of side effects (Odds Ratio 3.3 [95% CI 1.9 to 5.8]; p < 0.001). BMI had no significant influence on the incidence of side effects (i.e. no effect greater than 6% with Subgroup analysis of the primary hypotheses at the two study sites yielded the same results as the primary analysis. However, there were differences between the study sites which, apparently, did not affect the primary results: Mean (±SD) duration of the operation was 88 ± 44 min. at study site 1 and 68 ± 38 min. at study site 2 (p < 0.01) and only 60% of patients received intraoperative sufentanil or fentanyl at study site 1 (compared to 90% at study site 2). Mean daily pain intensities were significantly higher at study site 1 compared to study site 2: Mean pain during exercise was 3.1 ± 1.4 (study site 1, mean ± SD) vs. 2.5 ± 1.2 (study site 2; difference in means 0.61 [95% CI 0.30 to 0.92]; p < 0.001). Patients at study site 1 received higher mean daily doses of study medication for the first three days. Mean daily oxycodone equivalent dose over 5 days was 20.3 ± 9.1 mg (study site 1) vs. 17.3 ± 9.5 mg (study site 2; difference in means 3.0 [95% CI, 0.75 to 5.26]; p < 0.01). As a consequence, the incidence of relevant AEs was 62% at study site 1 compared to 38% at study site 2 (p < 0.001). Study site 1 was associated with a higher risk for side effects in the multivariate logistic regression model, probably as a result of higher doses of study medication (Odds Ratio 2.9 [95% CI 1.7 to 4.9]; p < 0.001).
Separate analysis of patients with unacceptably higher pain scores at the end of the observation period (pain at rest ≥5 on days 4 or 5)
Higher pain scores at the end of the observation period in seven patients were in one case explained by inconsistencies with the non-blinded observation; in three cases study medication had been discontinued on day 2, in one case there was a surgical problem with an incorrectly placed splint. One patient (oxycodone/naloxone) had developed anxiety disorder with high pain scores unresponsive to opioid medication, in one patient (tapentadol) high pain scores were resulting from pre-existing spinal The severity of the respective side effect was rated with a daily score of 0-2, where 0 is absence of the respective side effect, 1 is side effect observed but no requirement for intervention, 2 is side effect requiring intervention. We defined, that a patient had a relevant side effect event at a sum score over the 5-days observation period of constipation and/or somnolence ≥1 and/or nausea, vomiting, sedation and/or vertigo ≥3, and/or an overall sum score ≥ 5 Fig. 4 Post-operative daily dose of study medication (mg): Previous studies have shown that 50 mg of tapentadol is the equivalent dose to 10 mg of oxycodone. The following boxplot has two y-axes for the doses of each treatment arm. Box edges indicate 25th and 75th percentiles. Whiskers indicate 5th and 95th percentiles. Mean daily dose of study medication over the 5-days observation period did not differ between the groups stenosis, not from pain at the operation site which was well controlled with low doses of study medication.
Secondary results: treatment duration and patient satisfaction
There were no differences regarding mean treatment duration with study medication 
Secondary results: unexpected adverse events
The allover incidence of unexpected adverse events was comparable in the treatment arms (see Table 4 ). Only one SAE occurred unrelated to the study (oxycodone/ naloxone group): A 90-year-old patient experienced a fatal pulmonary embolism confirmed by echocardiography following insertion of a femoral head prosthesis. Unexpected central nervous side effects probably related to the study medication were one case of optical hallucinations in the tapentadol group, one case of severe anxiety disorder and 4 cases of agitation and sleeplessness after discontinuation of study medication which we interpreted as withdrawl reactions in the oxycodone/ naloxone group.
Discussion
Comparison of both analgesia concepts -analgesic efficacy and incidence of side effects
This study shows that a time-scheduled oral regimen with either extended-release tapentadol or oxycodone/ naloxone in combination with non-opioid analgesics provided reliable pain relief following trauma/orthopedic surgery procedures-where pain management is still especially challenging. It is worth noting that mean NRS values for worst pain during exercise on the day of the operation (day 1) were <4 in our study in both groups-compared to 6-7 for trauma/orthopedic surgery in the large prospective cohort study presented by Gerbershagen et al. [1] . Our main hypothesis -non-inferiority of tapentadol compared to oxycodone/naloxone regarding pain during exercise-was confirmed, but neither non-inferiority of tapentadol with respect to side effect incidence nor superiority for analgesic efficacy and/ or side effect incidence could be established. Still, the remarkably low median level of pain at rest on day 1 in the tapentadol group seen in our study merits further attention as it has been suggested that adrenergic descending inhibitory systems might be of potential relevance in (1) attenuating remifentanil-induced post-infusion hyperalgesia and anti-analgesia [18] , and (2) in determining the time course of recovery from hypersensitivity after surgery [19] .
The lower incidence of nausea and vomiting seen in tapentadol-treated patients could in part be explained by confounding factors of PONV (patients in the tapentadol group received more frequently a prophylaxis). Due to the differing use of PONV prophylaxis we could not show superiority of tapentadol with respect to PONV in this study. It has previously been established that the prevalence of nausea and vomiting in patients requiring opioids for post-operative analgesia (i.e. that have at least one risk factor) ranges between 21 and 79% [20] . The comparably high tolerability of both tapentadol and oxycodone/naloxone with respect to nausea and vomiting seen in our study may also be due to the extendedrelease formulation: The intermediate-release formulation of tapentadol was associated with an even higher incidence of nausea and vomiting (19% vomiting) when compared to oxycodone for acute post-operative pain relief after elective arthroscopic shoulder surgery [21] . In trials using intravenous patient-controlled analgesia 20-30% of patients presented with nausea and vomiting during the whole period of opiate requirement preventing patients from continuing opioid therapy [22] . The observation that the extended-release formulations apparently increase tolerability reaffirm the well-established concept that opioids are more dose-effective when stable plasma concentrations can be achieved over the whole duration of the painful stimulus [23] .
Both oxycodone/naloxone and tapentadol were associated with a lower risk of constipation in trauma surgery patients compared to oxycodone without naloxone where the risk of constipation was 46% in trauma surgery patients [7] . However, despite higher gastro-intestinal tolerability of oxycodone/naloxone and tapentadol compared to i.v. opioids or oxycodone without naloxone, the problem of opioid-induced gastro-intestinal side effects in trauma surgery patients is not yet solved. Thus, based on our results, we recommend that established principles for the prophylaxis against PONV and opioidinduced constipation are pre-emptively applied in trauma surgery patients receiving opioids. Severe central nervous side effects like somnolence and/or confusion were rare (< 2%) and probably unrelated to study medications as neurologic function recovered spontaneously while study medication was continued. Only in one patient receiving 20/10 mg daily dose of oxycodone/naloxone study medication had to be discontinued due to delirium. No patient had opioid induced respiratory depression that required reversal with iv naloxone. Anxiety, sleeplessness and agitation was only seen in patients allocated to oxycodone/naloxone-in one patient anxiety resolved when oxycodone/naloxone was discontinued, in four cases agitation and sleeplessness occurred when oxycodone/naloxone had been withdrawn. These results indicate that psychomimetic effects of oxycodone and oxycodone withdrawal might constitute a problem even during short-term use.
The primary results on the effects of study medication were reproduced at two different study sites-despite the differences between the study sites with respect to duration of the operations and intra-operative opioid analgesic management. The fact that there was no association between sex, BMI and post-operative pain during exercise in trauma/orthopedic surgery is in accordance with a recent study showing no sex difference in post-operative pain in the joint surgery group [24] .
Non-responders
In six /264 patients no acceptable pain relief (NRS < 5) was provided by either treatment until day 4 or 5 of treatment duration. In three patients management has been inadequate (study medication discontinued at an early stage). In the three remaining patients, not responding to either tapentadol or oxycodone/naloxone was indicative of either a surgical problem or a wider, more complex medical issue (anxiety disorder/ neuropathic pain due to spinal stenosis) requiring particular attention by an experienced pain specialist. Thus, as previously suggested [25] , it seems important to achieve effective analgesia in the early postoperative period and continue post-operative opioid treatment only as long as the nociceptive input from the wound persists after surgery. Patients that do not get pain-free during that time should be evaluated by a specialist in pain medicine and receive specific, preferably non-opioid treatment.
Limitations of the study
The aim of our study was to evaluate and compare the efficacy and safety of both opioid-based analgesic regimens under the conditions of daily practice in our trauma surgery departments. As a consequence, there was a considerable heterogeneity in the types of surgeries performed, even within one category (i.e. open reduction and internal fixation-radial vs. femoral fracture) which might constitute a confounding factor. The postoperative exercise protocols differed with regard to the degree of mobilization and pain intensity. Still, it is interesting to note that while joint procedures are usually predicted to have the greater postprocedural pain, the amount of morphine equivalents consumed within that surgical category was similar to all other categories. Reconstructions of ligaments and muscle like rotator cuff repair or anterior cruciate ligament reconstruction were associated with the highest doses of study medication. However, the relatively small subgroup sizes limit the generalizability of these results. Another shortcoming of our study was the lack of patient blinding which might have biased the results.
Conclusions
Both the tapentadol-as well as the oxycodone/naloxone-based perioperative multimodal oral analgesia concept provided reliable post-operative pain relief with mean pain scores over five days below 2 at rest and below 3 during exercise. The most common side effects were gastro-intestinal implying that trauma surgery patients receiving opioids might benefit from a routine prophylaxis against PONV and constipation. Analgesic failure with high pain levels at the end of the observation period despite continuing opioid medication was low (<2%) -and indicative of either a surgical problem or a complex pain condition independent from surgery. Severe anxiety and signs of withdrawl even after short-term use was only seen in oxycodone/naloxone-treated patients.
This study supports the existing clinical evidence in favor of the peri-operative use of oral extendedrelease opioids. Severe opioid-induced side effects like respiratory depression resulting in hypoxemic brain damage or death have been shown to be almost entirely associated with parenteral routes of opioid administration or combinations of different opioids [26] . For safety reasons, extended-release oral opioids should only be used in patients that have no restrictions for oral intake. Number of patients with the respective cumulative non-opioid pain medication in mg at day x and/ or more than 1 day "Total over 5 days" Number of patients with the respective rescue medication in mg at day x and/ or more than 1 day "Total over 5 days"
